1. Introduction
===============

Several studies show excess mortality after hip fracture compared with the general population.^\[[@R1]\]^ One in 10 extra deaths occur during hospitalization for hip fracture surgery.^\[[@R2]\]^ The risk of hospital death is associated with characteristics of patients, their fracture, and treatment.^\[[@R3],[@R4]\]^ Where patients undergo surgical treatment for hip fracture may also influence the risk of postoperative hospital death.^\[[@R5]--[@R11]\]^ Factors of care delivery include hospital type and size, surgical volume, prioritization policy, care standards, transfers, care intensity, the availability of operating rooms and intensive care teams during the week, and management of non-medical delays. Recently, some argued that shortening of hospital stays after hip fracture surgery could affect hospital mortality either by worsening the quality of hip fracture care or by shifting the occurrence of death to postacute settings.^\[[@R11]--[@R13]\]^

In Canada, hospitalization after hip fracture surgery shortened markedly in the 2000s as hospitals started introducing early discharge programs to improve efficiency.^\[[@R14]\]^ However, whether the risk of hospital death also changed during that period has not been reported. This study sought to test whether the risk of hospital death within 30 days after hip fracture surgery was different between 2004 and 2012 in Canada, and whether the time trend was moderated by factors of care delivery. In particular, we examine the time trends in subgroups of patients defined by a combination of hospital type, bed capacity, surgical volume, and admission time, that is, by factors that influence access and outcomes of surgery.^\[[@R5],[@R9],[@R10],[@R15]\]^

2. Methods
==========

2.1. Study group
----------------

We examined discharge abstracts of 153,917 patients 65 years or older who underwent surgery for nonpathological first hip fracture between January 1, 2004 and December 31, 2012 in all Canadian hospitals, except for the province of Quebec. The abstracts were selected from a database maintained by the Canadian Institute for Health Information (CIHI) using procedure codes for hip fracture surgery (CCI: 1VA74\^\^, 1VA53\^\^, 1VC74\^\^, 1SQ53\^\^, or CCP: 9054, 9114, 9134, 9351, 9359, 9361, 9362, 9363, 9364, 9369). All selected patients stayed at least one day after surgery. These did not include 25 patients with invalid procedure or discharge dates. The University of British Columbia Behavioural Research Ethics Board approved this study (H11-02611).

2.2. Primary outcome
--------------------

The primary outcome was hospital death. Live discharge was treated as a competing event. Live discharges were identified by CIHI discharge destination codes: discharged home, discharge to home with support services, transferred to a long term care facility, or transferred to another nonacute facility (palliative care/hospice, addiction treatment centre). Deaths after surgery were ascertained within 30 inpatient days, on the premise that longer stays reflected nonacute hospitalization.^\[[@R16]\]^

2.3. Subgroups
--------------

We studied the time trends in hospital mortality separately in 15 subgroups defined by factors of care delivery, namely, hospital type, bed capacity, annual volume of hip fracture surgery, and weekday and time of admission. Hospital type here serves as a proxy for standards of anesthesia, surgery and intensive care, adequacy of facilities and staffing levels, and attitudes to training, which may affect mortality outcomes.^\[[@R15]\]^ We used the CIHI classification that aggregates hospitals by type and the total number of beds in four groups: teaching, community-large, community-medium and community-small.^\[[@R17]\]^ Hospital surgical volume is often linked to quality of care and access to resources.^\[[@R6]\]^ We dichotomized hospitals into higher and lower volume categories by comparing their annual volumes in the year of index surgery with the median of average annual volumes among hospitals of the same type (174 surgeries for teaching hospitals, 141 for community large hospitals, 37 for community medium hospitals).^\[[@R18],[@R19]\]^ Admission time was previously linked to access to resources with fewer support services from late Friday to Monday morning.^\[[@R9]\]^ In our analysis, weekday admissions between 8 am and 5 pm were classified as during working hours, and between 5 pm to 8 am as after hours, and weekend admissions were between 5 pm Friday and 8 am Monday.

2.4. Statistical analysis
-------------------------

We reported the distribution of patients by variable levels in each calendar year and compared the distributions across years using the chi-square test. Daily death rates were estimated by dividing the number of deaths found in the discharge abstracts by the total number of inpatient days during the 30-day follow-up, overall and by calendar year.

We estimated the cumulative incidence function of death for each of 30 inpatient days after day of surgery, accounting for discharge rates, on the premise that patients remain at risk of hospital death only while they remain in hospital.^\[[@R20]\]^ We treated postoperative stays ended by transfers to another acute care facility, or by discharges occurring on the same day of surgery, as well as stays exceeding 30 days after surgery as the right-censored observations of time duration.^\[[@R21]\]^ We compared the cumulative incidence functions between years using Pepe-Mori 2-sample test.^\[[@R22]\]^

We used proportional odds models and the pseudovalues method to test whether the cumulative incidences of death were different between each year and 2004.^\[[@R23]\]^ In the overall analysis, differences between the years were adjusted for age, sex, preadmission residence, diagnostic code for heart failure (ICD-10-CA I50, J81), chronic obstructive pulmonary disease (ICD-10-CA J41, J42, J43, J44, J47), ischemic heart disease (ICD-10-CA I20, I21, I22, I24, I25), cardiac dysrhythmias (ICD-10-CA I47, I48, I49), hypertension (ICD-10-CA I10.0, I10.1, I11), and diabetes (ICD-10-CA E10.0 --E10.7, E11.0--11.7, E13.0--13.7, E14.0--14.7) from all hospitalizations in 1 year prior to index admission, and fracture type, procedure type, weekday and time of admission, hospital type and size, hospital volume of hip fracture surgeries, demand at index admission, time to surgery, and province of residence.^\[[@R3]--[@R5],[@R9],[@R10],[@R15]\]^ In the subgroup analysis, the differences were adjusted for age, sex, preadmission residence, comorbidity, fracture type at surgery, procedure type, demand at index admission, and time to surgery. Within each subgroup, we performed the nonparametric rank-order test for trend in adjusted ORs ordered by a calendar year.^\[[@R24]\]^ The competing-risk analysis was conducted with R packages cmprsk,^\[[@R25]\]^ prodlim,^\[[@R26]\]^ and geepack.^\[[@R27]\]^

3. Results
==========

3.1. Patient characteristics
----------------------------

In total, 153,917 hip fracture patients underwent surgery between 2004 and 2012 (Table [1](#T1){ref-type="table"}). The majority were women (73.4%), and almost half were 85 years or older (45.6%). In half of the patients, fracture type was transcervical (52.0%). Major comorbidity was reported for 27.0%, with cardiac dysrhythmias being the most prevalent (9.4%).

###### 

Characteristics of 153,917 patients surgically treated for first hip fracture, by calendar year.
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The proportion of patients who underwent surgery in large community hospitals (44.7%) was higher than in teaching (38.5%) or medium community (14.9%) hospitals (Table [1](#T1){ref-type="table"}). Less patients underwent surgery at small community and unassigned type (1.8%) hospitals. More patients underwent surgery at higher volume teaching (76.7%) and community large hospitals (68.4%) when compared to lower volume hospitals of each type. More patients were admitted after working hours (39.1%) or on weekends (37.5%) than during working hours (23.4%) at higher volume teaching hospitals. Similar distributions were seen for higher volume community large hospitals: after hours (36.0%), weekends (36.8%), and working hours (27.2%), and for lower volume community large hospitals: after hours (34.0%), weekends (36.1%), and working hours (29.8%). For lower volume teaching hospitals, more patients were admitted after working hours (37.9%) or on weekends (37.9%) than during working hours (24.2%). Similar proportions of patients were admitted during working hours, after hours and on weekends at community medium hospitals.

In all subgroups, similar proportions of patients were over the age of 85, men, with at least 1 major comorbidity, with transcervical fracture type, and underwent fixation (see Table, Supplemental Digital Content 1--3). Higher proportion of patients were admitted from home for lower volume teaching hospitals (65.2%) and community large hospitals (63.0%) than for higher volume teaching hospitals (54.2%) or community medium hospitals (54.6%) (see Table, Supplemental Digital Content 1--3). Higher proportion of patients waited for surgery 2 or more days after admission for teaching hospitals (44.4%) than for community hospitals (30.8%) (see Table, Supplemental Digital Content 1--3). The proportion of patients for higher volume teaching hospitals, higher volume community large hospitals, and community medium hospitals were distributed evenly over the years (not shown in Tables). The proportion of patients for lower volume teaching hospitals decreased from 14.9% of patients in 2004 to 6.8% in 2012. The proportion of patients for lower volume community large hospitals varied across calendar years with 12.3% in 2004, 9.0% in 2007, and 13.5% in 2011.

3.2. Death by calendar year
---------------------------

In this synthetic cohort, 8,032 (5.2%) patients died and 97,259 (63.2%) were discharged within 30 inpatient days of surgery. The average follow-up time was 13 days with 48,626 (31.6%) patients followed until censoring events or 30 days after surgery. Overall, the average death rate was 4.0 (95% confidence interval \[CI\] 3.9 to 4.1) per 1000 patient-days, with the highest rate of 4.3 (95% CI 4.0 to 4.6) per 1000 patient-days in 2004 and 2005 and the lowest rate of 3.7 (95% CI 3.5 to 4.0) per 1000 patient-days in 2012 (Table [2](#T2){ref-type="table"}). When compared to 2004, the cumulative incidence functions of death were not different in 2005 (*P* = .82) or 2006 (P = .34), but were different in 2007 and 2008 (*P* \< .05), and in 2009, 2010, 2011, and 2012 (*P* \< .01). At 30 days after surgery, the cumulative incidence of death was highest among patients treated in 2004 at 7.0% (95% CI 6.6 to 7.5) and lowest in 2012 at 5.4% (95% CI 5.0 to 5.7) (Table [2](#T2){ref-type="table"}).
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Hospital deaths and live discharges within 30 days after surgery by calendar year.
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Compared to 2004, the adjusted odds of death were 17% lower (odds ratio \[OR\] = 0.83, 95% CI 0.74 to 0.93), 22% lower (OR = 0.78, 95% CI 0.70 to 0.88), and 29% lower (OR = 0.71, 95% CI 0.63 to 0.80) in 2006, 2009, and 2012 respectively (Fig. [1](#F1){ref-type="fig"}). The trend test indicates a consistent reduction of the adjusted ORs ordered by calendar year (*z* = −3.9, *P* \< .001). This was in contrast to increasing trends for live discharges (*z* = 5.5, *P* \< .001).

![Risk of death and live discharge by calendar year, relative to 2004 (dashed line). Year-specific odds ratios and 95% confidence intervals were adjusted for age (85+ vs \< 85), sex, preadmission residence (residence vs home), comorbidity (at least 1 acute admission for heart failure, chronic obstructive pulmonary disease, ischemic heart disease, hypertension, or diabetes in the year prior to admission for hip fracture), fracture type (transcervical vs other), procedure type (fixation vs implant), weekday and time of admission, hospital type and size (teaching, large, medium, or small community), and hospital volume of hip fracture surgery (higher vs lower), demand at index admission (number of admissions in the week of initial hospitalization, larger vs smaller than hospital weekly capacity), time to surgery (2 days or more days vs less), and province of admission. Trend test for odds ratios of death *z* = −3.9, *P* \< .001. Trend test for odds ratios of discharge *z* = 5.5, *P* \< .001.](medi-96-e6683-g003){#F1}

3.3. Death by calendar year in subgroups
----------------------------------------

Table [3](#T3){ref-type="table"} summarizes the rates and risks for death and for discharge in the subgroups. The lowest death rate was 3.3 (95% CI 2.8 to 3.7) per 1000 patient-days in teaching hospitals with lower volume of hip fracture surgeries for weekend admissions and the highest death rate was 5.0 (95% CI 4.5 to 5.4) per 1,000 patient-days in medium size community hospitals for working-hours admission. The 30-day cumulative incidence of death was lowest for weekend admissions to low-volume teaching hospitals 5.0% (95% CI 4.4 to 5.6) and highest for weekend admissions to medium community hospitals 6.7% (95% CI 6.0 to 7.3). The lowest discharge rate and 30-day cumulative incidence of discharge were observed in teaching higher volume hospitals for after-hours admissions at 38.1 (95% CI 37.4 to 38.9) per 1000 patient-days and 67.1% (95% CI 66.3% to 67.9%), respectively. The highest discharge rate was 57.9 (95% CI 56.9 to 59.0) per 1,000 patient-days in community large higher volume hospitals for weekend admissions. The highest 30-day cumulative incidence of discharge was in community large higher volume hospitals for after-hours admissions at 79.2% (95% CI 78.5% to 79.9%).
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Hospital deaths and live discharges in subgroups defined by hospital type, bed capacity, annual volume of hip fracture surgery, and time of admission^∗^.
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Figure [2](#F2){ref-type="fig"} shows the year-specific adjusted ORs for death in each subgroup. For working-hours admissions (Fig. [2](#F2){ref-type="fig"}, row 1), the odds of death were 0.68 (95% CI 0.43 to 1.09) at higher volume teaching hospitals, 0.61 (95% CI 0.40 to 0.91) at higher volume large community hospitals, 0.99 (95% CI 0.40 to 2.42) at lower volume teaching hospitals, 0.75 (95% CI 0.42 to 1.35) at lower volume large community hospitals, and 0.53 (95% CI 0.32 to 0.85) at medium community hospitals in 2012 compared to 2004. For after-hours admissions (Fig. [2](#F2){ref-type="fig"}, row 2), the odds of death were 0.64 (95% CI 0.45 to 0.91) at higher volume teaching hospitals, 0.56 (95% CI 0.37 to 0.83) at higher volume large community hospitals, 0.90 (95% CI 0.40 to 2.06) at lower volume teaching hospitals, 0.80 (95% CI 0.46 to 1.40) at lower volume large community hospitals, and 1.10 (95% CI 0.65 to 1.87) at medium community hospitals in 2012 compared to 2004. For weekend admissions (Fig. [2](#F2){ref-type="fig"}, rows 3), the odds of death were 1.02 (95% CI 0.73 to 1.43) at higher volume teaching hospitals, 0.66 (95% CI 0.46 to 0.95) at higher volume large community hospitals, 0.61 (95% CI 0.25 to 1.48) at lower volume teaching hospitals, 0.44 (95% CI 0.26 to 0.75) at lower volume large community hospitals, and 0.67 (95% CI 0.40 to 1.12) at medium community hospitals in 2012 compared to 2004.

![Risk of death after surgery by calendar year as compared to 2004 within subgroups defined by hospital type, bed capacity, annual volume of hip fracture surgery, and weekday and time of admission. Differences between years were adjusted for age (85+ vs \< 85), sex, preadmission residence (residence vs home), comorbidity (at least 1 acute admission for heart failure, chronic obstructive pulmonary disease, ischemic heart disease, hypertension, or diabetes in the year prior to admission for hip fracture), fracture type (transcervical vs other), procedure type (fixation vs implant), demand at index admission (number of admissions in the week of initial hospitalization, larger vs smaller than hospital weekly capacity), and time to surgery (2 days or more days vs less).](medi-96-e6683-g005){#F2}

The trend tests indicate consistent reduction in the adjusted ORs ordered by calendar year in large community hospitals with lower volumes for working-hours admissions (*z* = −2.1, *P* \< .05), and with higher volumes for weekend admissions (*z* = −2.0, *P* \< .05) and for after-hours admissions (*z* = −2.5, *P* \< .01). No trend for the adjusted ORs ordered by calendar year was seen in other subgroups.

4. Discussion
=============

In this study, we tested whether hospital mortality changed after shortening in postoperative stays among patients undergoing hip fracture surgery. We estimated the risk of hospital death for each calendar year between 2004 and 2012, when postoperative stays markedly shortened in Canada. Using the cumulative incidence function for death to account for the rate of live discharge, we found a gradual decrease in the 30-day risk of death from 7.0% (95% CI 6.6 to 7.5) in 2004 to 5.4% (95% CI 5.0 to 5.7) in 2012. After adjustment for characteristics of patients, their fracture, treatment, and care delivery, the risk of death was 29% lower in 2012 than in 2004 (OR = 0.71, 95% CI 0.63 to 0.80), with a significant trend in reduction of the adjusted ORs ordered by calendar year (*P* \< .001).

We further found that where patients undergo surgery moderated the association between calendar year and hospital mortality after hip fracture surgery during the study period. In particular, our results demonstrate the time trend differed in subgroups of patients defined by a combination of hospital type, bed capacity, annual volume of hip fracture surgeries, and weekday and time of admission. Only large community hospitals showed reduction of the adjusted ORs by calendar year. Compared to 2004, the 2012 risk of death was 34% lower for weekend admissions to higher volume hospitals (OR = 0.66, 95% CI 0.46 to 0.95), 39% lower for weekday admissions to higher volume hospitals (OR = 0.61, 95% CI 0.40 to 0.91), and 56% lower for weekend admissions to lower volume hospitals (OR = 0.44, 95% CI 0.26 to 0.75). No trend for the adjusted ORs ordered by calendar year was present in teaching hospitals or medium community hospitals.

Some suggested that early discharge programs shorten the exposure to the risk of death in hospital after hip fracture surgery^\[[@R28]\]^ and shift the occurrence of death to postacute settings.^\[[@R11]\]^ Shortening of postoperative stays also caused a concern of worsening the quality of hip fracture care.^\[[@R12]\]^ Following Andersen et al,^\[[@R29]\]^ we may expect fewer deaths in the intervention group than in the control group when an intervention increases the discharge rate even with no change in the death rate, simply because the number of event-free patients will decrease more quickly in the intervention group. Similarly, Wobblers et al reasoned that a decrease in the death rate even with no change in the rate of discharge in the intervention group leaves more patients exposed to the competing risk of discharge, resulting in more discharges in the intervention group.^\[[@R30]\]^ Thus, in the presence of competing risk of discharge, a policy question ("Does the stay shortening lower the risk of death?") and an etiological question ("Does the stay shortening lower the death rate among patients still hospitalized?") may have differing answers. We demonstrate that a time-trend in increasing the probability of discharge was not followed by a reduction in the risk of death in many care settings. This points to a new research agenda aimed at understanding the effects of shortening of postoperative hospital stays on the standards of hip fracture care.

This is the first study to examine the occurrence of hospital death across calendar years within subgroups defined by the factors of care delivery, but there are some limitations. In particular, hospital type was based on the peer group assignments available only after 2010 and therefore there was a possibility for misclassification.^\[[@R31]\]^ Due to the observational nature of the study, there was a limited number of variables for adjustment. In particular, the presence of renal disease, prior cerebrovascular accident, dementia, or Parkinson\'s disease may influence the occurrence of hospital death after hip fracture across calendar years. Within each subgroup we were able to control for only age, sex, preadmission residence, comorbidity, fracture subtype, type of surgical procedure, and time to surgery. We examined data for all Canadian hospitals outside the province of Quebec. Sirois et al^\[[@R32]\]^ reported an annual decrease in hospital death after hip fracture surgery of 4% over 20 years in a level 1 trauma center in Quebec, which is consistent with our results.

5. Conclusions
==============

Despite universal shortening hospital stays in Canadian hospitals between 2004 and 2012, the risk of hospital death after hip fracture surgery decreased only in large community hospitals, but not in teaching and medium-size community hospitals. This supports the concern of worsening the quality of hip fracture care resulting from shorter stays in some care settings.
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